The results of sigmoid myotomy in 30 patients suffering from diverticular disease are reviewed. All the patients had suffered much abdominal pain with troublesome disturbance of bowel function for two to twelve years before operation; 24 had, in addition, suffered recurring attacks of frank diverticulitis.
The results of sigmoid myotomy in 30 patients suffering from diverticular disease are reviewed. All the patients had suffered much abdominal pain with troublesome disturbance of bowel function for two to twelve years before operation; 24 had, in addition, suffered recurring attacks of frank diverticulitis.
The operations fall into two series. In the first 16, performed from March 1964 to October 1966, the raw area exposed by the myotomy was, whenever possible, covered by loosely sutured epiploic tags, and left uncovered only when such tags were not available. In the second series of 14 operations, commencing June 1967, the naked mucosa has been completely covered by free strips of peritoneum 2-3 cm wide, secured to the margins of the myotomy by catgut suture.
This peritoneal cover has three objectives: first, to avoid fecal fistula; second, to avoid recurrence of symptoms; and third, to secure hemostasis from the submucosal plexus.
Fecal fistula had followed 3 of the first 16 operations and persisted for two, six and twentyfour months respectively. Although there had been no fatality from any cause, this particular complication was regarded as potentially lethal. Symptoms similar to, although a good deal milder than, the original had recurred in 2 patients of the first series. Fears that the true incidence of recurrence might prove higher followed the discovery, on each of the four occasions on which postoperative inspection was possible, that all signs of the myotomy had disappeared, or at most showed as a very slight groove. Transverse sections showed that this was because the severed ends of muscle had drawn together and healed in a thin linear scar.
The clinical results of myotomy with peritoneal cover have been encouraging; not one of the operations has been followed by fwcal fistula or any recurrence of the original symptoms. The peritoneal graft has proved effective in keeping the ends of muscle apartseparated by a thin sheet consisting only of mucosa and peritoneum. It has also been found that as soon as contact is made between the raw surfaces of the peritoneal graft and bowel mucosa, the two cling together and that bleeding from the submucosal plexus, which is occasionally troublesome, stops immediately.
Measurements of colonic motility and intraluminal pressure, before and after myotomy, show that typically the powerful waves of contraction induced by injection of morphine disappear and that intraluminal pressure usually, although not always, shows marked reduction. These pressure changes appear to be much the same whether peritoneal cover has been used or not.
The value of the peritoneal grafts would thus appear to be significant in avoiding fecal fistula and recurrent symptoms, as well as in securing hkmostasis, but accurate assessment is difficult because the numbers are small and also because another modification has been introduced recently as a means of avoiding frecal fistula.
It has been assumed, in the absence of evidence to the contrary, that post-operative frecal fistula is due to perforation of the mucosa during the course of myotomy and that such perforations are not recognized at the time, or inadequately sutured. Indeed, in some patients the colonic mucosa can be very difficult to suture even with the finest materials.
Accidental puncture of the mucosa occurred in 18 of the 30 operations and was often multiple.
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The risk of perforation as well as failure of recognition is greatest when previous inflammation has obliterated the normal plane of cleavage between mucosa and muscle, or when the colon is in spasm at the time of operation. On the other hand, the first perforation of bowel distended by gas is readily recognized, as the bowel deflates. Accordingly, in the last 6 myotomies the bowel has been inflated during operation by means of a rectal tube connected to a CO2 cylinder with appropriate reducing valve. Distension makes the myotomy very much easier and has also rendered visible, or audible, minute perforations which would otherwise have been missed. If the early promise of this simple aid is fulfilled, the advantages of peritoneal cover may be reduced to aiding hemostasis and reducing the incidence of recurrent symptoms. Accordingly, myotomy is now performed, in a controlled trial, with and without peritoneal cover, but inflating the bowel in all cases.
Comparison of the results of myotomy with those of local excision is difficult, because the role of the two procedures is not quite identical. Thus myotomy does not appear advisable in the presence of severe inflammatory changesneither is excision often undertaken if the disease affects very long segments of colon; on the other hand, the myotomy may be as long as required, in one of the present series extending from the rectum to the base of the appendix. Nevertheless, the results of elective excision in 70 patients (Muir 1966) have been compared with the results of 80 myotomies, 50 by Reilly (1968, personal communication) and 30 in the present series.
There were 6 deaths following elective resection, 2 from pulmonary embolism and 4 from infection or breakdown of the anastomosis, as compared with 4 deaths following myotomy, not one of which was due to complications at the site of operation. The incidence of ftcal fistula following excision was 8 compared with 4 following myotomy.
According to Bolt & Hughes (1966) only 59% of patients remained free of major or minor recurrent symptoms five to fifteen years following elective resection for diverticulitis, whereas within five years of myotomy 96% of the 80 patients, referred to above, remain symptom-free.
Despite the limitations of these comparisons the results suggest that sigmoid myotomy (Reilly 1964) is an important advance in the treatment of diverticular disease.
Review of Thyroid Carcinoma in the United Cardiff Hospitals by J S H Wade FRCS (Royal Infirmary, Cardiff)
Recently we reviewed all malignant tumours of the thyroid gland seen at the United Cardiff Hospitals during a ten-year period. This paper gives some details of the survey, with particular reference to the differentiated types of thyroid carcinoma.
Dunhill originally divided thyroid carcinoma into two categoriesdifferentiated and undifferentiated. We now subdivide the differentiated group into papillary and follicular growths, and these three histological typespapillary, follicular and anaplasticconstitute 95% of malignant thyroid neoplasms. The rarer types, such as medullary carcinoma and malignant lymphoid tumours, account for the remaining 5 %.
Several clinicopathological studies of a large number of thyroid carcinomas have been carried out in recent years (Woolner et al. 1961 , Burns & Taylor 1962 , Till 1965 . From such studies we have obtained a knowledge of the behaviour to be expected from the different types of growth, and this has an important bearing on treatment.
Papillary carcinomas and carcinomas of mixed papillary and follicular pattern behave alike. In these tumours growth is multifocal in at least 50 % of cases, and in 20 % multiple foci are present in both thyroid lobes. These foci may be macroscopic or microscopic. Papillary growths tend to metastasize to the lymph nodes, and spread by the blood stream is unusual; they are also more likely to be hormone-dependent than other types.
Follicular carcinomas are rarely multifocal. These growths tend to metastasize by the blood stream and lymph metastases are unusual. Follicular carcinomas are more likely than others to take up iodine, but no thyroid cancer can compete with normal thyroid tissue in this respect. Lymphatic Drainage of the Thyroid Gland It is not sufficiently appreciated that, although some lymph channels pass directly to the deep cervical group of nodes, proximal drainage is to the juxtathyroid nodesthat is to say, the pretracheal and paratracheal nodes, and those along the superior and inferior thyroid veins (Fig 1) . In management of thyroid carcinoma, therefore, formal block dissection of the neck without removal of these nodes is quite illogical.
United CardiffHospitals Series
The value of this review, which is retrospective, relatively small in numbers and limited in length
